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Y 000 Initial Comments Y 000 2 % FO (-
This Statement of Deficiencies was generated as ]
a result of the annual state licensure survey M ﬂJ -)2«/ 3/ A
conducted at your facility on 12/4/08. ’lMé’,
This survey was conducted using Nevada
Administrative Code (NAC) 449, Residential
Facility for Groups Regulations, adopted by the
Nevada State Board of Health on July 14, 2008.
The facility was licensed for 6 Category 1 beds.
The facility had an endorsement to care for
elderly or disabled persons.
The census at the time of the survey was three.
Three resident records were reviewed. One
closed record was reviewed. Two employee files
were reviewed.
There were no complaints investigated during the
survey.
The findings and conclusions of any investigation i-j 070
by the Health Division shall not be construed as I
prohibiting any criminal or civil investigations, a) 6 m” @j{<‘ =+ hag LQY)
actions or other claims for relief that may be ’ ed ) 1 -
available to any party under applicable federal, Lnre en a (ar ;rj: Wirng
state, or local laws. Counce wi #, ADL sme |
The following regulatory deficiencies were ‘[’D bg_ qu d on | / '15’/ oq d‘py;f’
identified:
124 / 9.
Y 070 449.198(1)(f) Qualifications of Caregiver-8 hours | Y 070 .
§S=F training f.MP / ‘{j e # 7 has ban
NAC 449,196 enrofled m oa Caregy win
1. A caregiver of a residential Cowre with A DL Home Core
facility must:
(f) Receive annually not less than 8 + be hdd en //2 9/0 g +
hours of training related to providing ] /2 q / 09 . See ﬁ#ad,, mtm—} 4
f deficiencies are cited, an approved plan of correction must be returned within 10 days after reéceipt of this statement of deficiencies.
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Y 070 Continued From page 1

for the needs of the residents of a
residential facility.

This Regulation is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure 8 hours of training related to
providing for the needs of the residents was
received annually by 2 of 2 employees,

Findings include:

Employee #1 was hired as the administrator on
9/22197. Employee #1's record lacked
documented evidence of training related to
providing for the needs of elderiy or disabled
persons for the past year.

Employee #2 was hired as a caregiver on
9/22/97. Employee #2's record lacked
documented evidence of training related to
providing for the needs of elderly or disabled
persons for the past year.

Employee #1 indicated she was aware the
training needed to be obtained.

Severity;: 2 Scope: 3

Y 072 449.196(3) Qualications of Caregiver-Med
8S=F re-training

NAC 449.196

3. If a caregiver assists a resident of a residential
facility in the administration of any medication,
including, without [imitation, an over-the-counter
medication or dietary supplement, the caregiver
must:

(a) Receive, in addition to the training required
pursuant to NRS 449.037, at least 3 hours of
training in the management of medication. The

C,Mmcﬂj ‘tr‘m'ru;i‘f;z

Prav«.‘c(-’n Sor
-/'ﬁf. rcs:?(m+5. A

C) I/la/oq

Y 072 ‘:io-zg

i 1/33/9:)

Y 070 lj 070 C&WA‘”M_L%
_‘9) All émph‘jcc f.'/es will

be, re w'e,u)écf Luuj (;mmﬂvs

Lo ensure foyees hoave
iy jwdecm

¢ neak a](
Lffvonno’
fl'lc checklict will be cci‘:/jeaf
4 odctermine dJC +réaningd
are. needed . Adoi it stradar
and €m loc ees wz'// be en-
P‘ j ';/‘-M‘m'm

elesses prior E Mfam—fu,;f
decfes e a&mﬁg‘fhasﬁr

M;” mc:d‘,‘brﬁr aomf«/,f.cw.c"

“)ﬁ chw #H 1 the Adma
')q,c‘ ')Ll)r hae bécn enm”{f
tn Med ophin RBenewad

Counse and Tes‘hlﬁ e th
ADL Home Care % be hf]
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Y072 Continued From page 2 Y 072 072 o nuation
caregiver must receive the training at least every [a i . .
3 years and provide the residential facility with 5§ P LJ“’ # 2 : Hhe Care J443
satisfactory evidence of the content of the training a : o
and his attendance at the training; and R 5 been enre /I&( n M““"“*‘M
(b) At least every 3 years, pass an examination 24 u\m/( C,;vw‘z s angl 7} $)L,,17
relating to the management of medication ¢
approved by the Bureau. ;:“'[tjl ADL 70»«. Care v by
¢ o 26 [pg,
Ste Attachment 4 2
b) Alf éMPlcj ee f-/a weld bd
This Regulation is not met as evidenced by: MMCN&( evien y lar ﬁ, ENndidrg
Based on record review and interview, the facility : ! )
failed to ensure a medication refresher course ¢ ’: {oj “.j A Cwrrent
had been taken and an exam passed every three Méabca?)cc e refresher Apingh
years by 2 of 2 employees.
o and s5 Fhe exam Cu\'fj[
Findings include: 2, wrs, ﬂ P”’ 6071nd ﬁ[f-f
. . ¢ N PrRY
Employee #1 was hired as the administrator on check bst wnt] be wthsed o
9/22/97. The record for Employee #1 lacked . . .
documented evidence of medication t{fh/\ MmN ,,f muac_a-#;-h -
management training/exam for the past 4 years. ne d‘nl A e w{“p ¢ lo eds
aqe . <
Employee #2 was hired as a caregiver on wll be enro fled o medraatin
9/22/97. The record for Employee #2 lacked w ) .
documented evidence of medication hned z‘". $5¢s Prec fo
management training/exam for the past 3 years. 3 roch en dafes, The felm]
Employee #1 indicated she was aware the mS‘]'m?f‘Dr W H ronfer »fnr
training needed to be obtained. (',rm? me .
Severity: 2 Scope: 3 & i/Z 3 / 09
Y 100 449.200(1)(a) Personnel File - Employee Info Y 100 00
55=C
@) Resonnel f-.’]tg are now
NAC 449.200 - of" . ) c{ .
1. Except as otherwise provided in subsection 2, in Stparalt binders k‘f’f ’f”r

STATE FORM

6899

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt 'of this statement of deficiencies.

GESM11 If continuation sh

eet Jof 12




PRINTED: 12/23/2008

FORM APPROVED
Bureau of Licensure and Cerification
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION *xn IDENTIFICATION NUMBER (*2) s CcTio COMPLETED
A. BUILDING
B. WING
NVS365 12/04/2008

NAME OF PROVIDER OR SUPPLIER

ADULT CARE SENIOR HOME, INC.

STREET ADDRESS, CITY, STATE, ZIP CODE

1316 S 16TH STREET
LAS VEGAS, NV 89104

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
Y 100 Continued From page 3 Y 100 joo CO’"‘)";HM.&‘LYU‘H
a separate personnel file must be kept for each aaa}. m.;mécr {-ﬂb g‘faﬁ
member of the staff of a facility and must include: L W %
(a) The name, address, telephone number and C“' ! wele §
social security number of the employee. ’nqme addre $s, 7(’.,[(_ hone
n u.rhb r$‘ nnd 50& Seluni
numbers g;)( m]) [jees
This Regulation is not met as evidenced by: Sec A‘Had' mcw+ # /
Based on record review and interview, the facility P, . rmddn-
failed to maintain employee files in separate :2 ‘Pz,r‘é.onnd f‘ l L [:nio@
binders. in e st_,;.m ¢ brnglers
e . cdvdz‘tmb doéumwals »fr each
Findings include: j - 1,
»-vl’)'l ¢S - 2 A’dm MS{' 'lm[o r
There was one three-ring binder containing ' T
documents for both Employee #1 and Employee W'u G;f aw;trc, ;me n‘fa,.M’
#2. f X4 r »7)4
£
sc,f) & ’f" yus
Employee #1 indicated the binder had been like Tf.c_ A’&{w e § )(1""- r mlf »muﬁr
this "for years." L
,fpr (’,p‘h—f)« e,
Severity: 1 Scope: 3 0 ) / / 09
Y 103 449.200(1)(d) Personnel File - NAC 441A Y 103
$S=F H 0%
NACHdO200 a) f ltjcu #H 1 who bal o
. Except as otherwise provided in subsection 2, a \
a separate personnel file must be kept for each ‘m 5 :] 06,;1‘1 AL 76
member of the staff of a facility and must include: 6[(4 n ¢5+‘ has new lm ve A
(d) The health certificates required pursuant to
chapter 441A of NAC for the employee. Aot rm wha?, Ann Uﬁj TS
Sﬂ omsg C'L(.(,L as Eowﬂw.q,
("f a $CAR man 79." P 5
[
This Regulation is not met as evidenced by: S j MPZ"I) m 5 "_‘B .
Sec. 10. NAC 441A.375 is hereby amended to
read as follows:

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 103 Continued From page 4 Y 103 ﬂ 0% Corch n waty
441A.375 1. A case having tuberculosis or I
suspected case considered to have tuberculosis f— eiec #402 ; Wﬁla
in a medical facility or a facility for the dependent ,'s ~ .
must be managed in accordance with the f\,[bo‘ Iw“!’ & lq \; ej' a
guidelines of the Centers for Disease Control and T,Lp 551(' e Th 5L. N Te _s*f- hee
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200. i hase & doty mested
2. A medical facility, a facility for the dependent or -
a home for individual residential RZ”C‘Z"{ 1z D IMG
care shall maintain surveillance of employees of 6 he as  Zue .
the facility or home for tuberculosis and ] s e a
tuberculosis infection. The survc::zillance of Setenan fp A s,"-fh s and
employees must be conducted in j
accordance with the recommendations of the 57 “v]‘} g f’-)c T5.
Centers for Disease Control and Prevention for ;
preventing the transmission of tuberculosis in 5 te A—Tf:“j’ ’W;Jk g T AP
facilities providing health care set forth in the -T -
guidelines of the Centers for Disease Control and b) Annual % I;‘VL . a”f’i‘ S
Prevention as adopted by reference in paragraph Sere * 5T maLs .
(h) of subsection 1 of NAC 441A.200. nan Cor
3. Before initial employment, a person employed c{u,cr‘hﬂ Yo ol ?—MT lojces w U
in a medical facility, a facility for the vyt S )
dependent or a home for individual residential 55 hue ZB 5L‘” 4‘5’ .
care shall have a: Prrgonn jt" *
(a) Physical examination or certification from a 9 € I“" mb{ b‘/
licensed physician that the person is in a state of Mewiewed ¢ G »w Ths
good health, is free from active tuberculosis and 40 on
any other communicable disease in a contagious msune ¢ o4 écs Llaw
stage; and (‘/M/\/‘u—rd' Th j .
{b) Tuberculosis screening test within the ! F f 1 -kd‘
preceding 12 months, including persons with a a'rw( ‘{‘V 2\ e, 5(,.,_,',_,;‘~
history of bacillus Calmette-Guerin (BCG) * ( -
vaccination. h‘&' are netded pre e
If the employee has only completed the first step 5o el ot Cond CM Tﬁ e
of a 2-step Mantoux tuberculin skin test within the .. A )
preceding 12 months, then the second step of the Aé(m ms‘f’l\:&f‘a “ mu v-vt-n,ntaf
2-step Mantoux tuberculin skin test or other -
single-step tuberculosis screening test must be jtvr' Cv'M/Pj tanlte.,
administered. A single annual tuberculosis
screening test must be administered thereafter, C) | ’ 13 [ DCf
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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unless the medical director of the facility or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

4. An employee with a documented history of a
positive tuberculosis screening test is exempt
from screening with skin tests or chest
radiographs unless he develops symptoms
suggestive of tuberculosis.

5. A person who demonstrates a positive
tuberculosis screening test administered
pursuant to subsection 3 shall submit to a chest
radiograph and medical evaluation for active
tuberculosis.

6. Counseling and preventive treatment must be
offered to a person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(g} of subsection 1 of NAC 441A.200.

7. A medical facility shall maintain surveillance of
employees for the development of

pulmonary symptoms. A person with a history of
tuberculosis or a positive tuberculosis screening
test shall report promptly to the infection control
specialist, if any, or to the director or other person
in charge of the medical facility if the medical
facility has not designated an infection control
specialist, when any pulmonary symptoms
develop. If symptoms of tuberculosis are present,
the employee shall be evaluated for tuberculosis.

Based on record review and interview, the facility
failed to ensure annual surveillance for

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
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¥ 103 Continued From page 5 Y 103
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¥ 103 Continued From page 6 Y 103

Tuberculosis {TB) had been performed for 2 of 2
employees.

Findings include:

Employee #1 had a history of a positive TB skin
test. The record contained a statement by
Employee #1's physician indicating the employee
had a negative chest x-ray in 2005. The record
lacked documented evidence of a screening for
signs and symptoms of TB for the past year.

Employee #2 had a history of a positive TB skin
test. The record contained a statement by
Employee #2's physician indicating the employee
had a negative chest x-ray in 2005. The record
lacked documented evidence of a screening for
signs and symptoms of TB for the past year.

On 12/4/08 at 10:45 AM, Employee #1 indicated
she was not informed regarding the use of the
signs and symptoms screening form.

ujfog
a)£ loyee # 1, The

Y 105 449.200(1)(f) Personnel File - Background Check | Y 105 f\zfmm‘}h@h r bhad  been

§8=D t ‘ A
NAC 449.200 + nger ?”n"tc" 3/ b / 0%, hag

1. Except as otherwise provided in subsection 2, new fw\ﬂ? M#U’? Ac &wmorf 5

a separate personnel file must be kept for each 4 /. »
meamber of the staff of a facility and must include: ! / o< ‘{P Rtoan{; oj{;

?‘1\ (f) Evidence of compliance with NRS 449.176 to Ta}h no [cj DI.V';"M ﬁ, r 5-&
ard FBI Crinunaf back -

449,185, inclusive.
This Regulation is not met as evidenced by: 9 touwnd E/A(-C,L- wn'( au Mqlm

Based on record review and interview, the facility toed Con H ]
failed to maintain complete personnel files for 1 - e bﬁ ha- 5.

of 2 employees (#1). Ses A’H‘ch, pesd A 5

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 105 Continued From page 7

Findings include:

Employee #1 was hired as the administrator on
9/22/97. The record contained state and FBI
criminal background check results from 2002 and
2003, respectively.

The record for Employee #1 contained a set of
fingerprints dated 8/6/08. The record lacked
documented evidence of results of a current
criminal background check (required every five
years).

Employee #1 acknowledged the criminal
background check was due and she was in the
process of obtaining it.

Severity: 2 Scope: 1

Y 151 449.204(1)(b) Insurance
$8=F

NAC 449.204

1. A residentiat facility shall:

{b) Maintain a contract of insurance for protection
against liability to third persons in amounts
appropriate for the protection of residents,
employees, volunteers and visitors to the facility.

This Regulation is not met as evidenced by:
Based on record review and interview, the facility
failed to maintain a contract of insurance.
Findings include:

The contract of insurance that had been in effect

tn 0 Mg
mwudbacg

Y 151 mjyf s

dw es, fo P(o(»wm

Yisi
6) Adudtlone.  Semucn,

has new rmacnfain a

Sverma Pzwfa ¢cipmal

Yhective 1/20]0g

Yo IOS Conb nuak o

P B

“-Z?W& ton amce .

A somned f![c cheek.
Ll ol e Wt lned
amp{ hme,p)&c& atlondin ﬂL

1[17 hﬁawwvc ¢ M‘UA;Q~
m; are.  needed.
ml/[ be

weld menitor fn a
¢):/23/07 ,ﬁ ”""7'{“0-:

L»:QJ?; [l. gng wn AnLl Ao

24
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Y 151 Continued From page 8 Y 151 3 15 ( o Y\I;LC\?{'I -
had an expiration date of 9/14/08. . . A r‘['
P c‘f‘a;'f'w-n qﬁ»cunﬂt /m,bf, ’

Employee #1 acknowledged the contract had X m,g,‘,y(cmjfs
expired on 9/14/08. 1;1;

Severity: 2 Scope: 3 fo He /f& %

STSSSDO 449.274(1)(a) Medical Care of Resident Y 850
b) The fuwﬂ, wall ot
NAC 449.274 & Conwtract of nsunamce
1. If a resident of a residential facility becomes il
or is injured, the resident's physician and a CUA & aj@wnﬁ}f'

at the onset of the iliness or at the time of the

injury. The facility shall: o s . a
(a) Make all necessary arrangements to secure

the services of a licensed physician to treat the fry 7%, ]’le/ Mq
resident is the resident's physician is not
available. LS,
W;-u'fph5 41, ‘M[/ ]é OVLJLa»
c . (/( aCLnuJ’&.{jb
Cmd th $ iMas-cq
This Regulation is not met as evidenced by: b‘b&o\, ‘4_ js i ﬁ'"’?%

Based an record review and interview, the facility @ 7tp ald"cm
failed to notify the physician after an injury for 1 of e

3 residents (#2), (_.Wimcf' ane ‘ﬁ% el
Prror ‘fv ﬂ—,d Lo .

member of the resident's family must be notified ‘A GUL L +3' ‘Fp .{_&‘A A 7’""5h$

J\T-

hY

I

Findings include;

Resident #2 was a 70 year-old male, admitted on

8/13/96, with diagnoses including coronary artery h
disease, congestive heart failure, hypertension, ’fp‘”' Ce .
seizure disorder and history of a stroke. (‘/) 'l G q
(v}
On 11/30/08 in the evening, Resident #2 fell while

f deficiencies are cited, an approved plan of correction must be returned within 10 days after recsipt of this statement of deficiencies.
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6. Except as otherwise provided in this
subsection, a medication prescribed by a
physician must be administered as prescribed by
the physician. If a physician orders a change in
the amount or times medication is to be
administered to a resident:
(a) The caregiver responsible for assisting in the
administration of the medication shall:

(1) Comply with the order.

This Regulation is not met as evidenced by:
Based on record review and interview, the facility
failed to administer medications as prescribed by
a physician to 1 of 3 residents (#3).

Findings include:

Resident #3 was a 58 year-old male admitted to
the facility on 12/22/07 with diagnoses including
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in the bathroom and sustained a laceration over 9(: ;f' 2 s i
his left eye (on the eyebrow). On 12/4/08, the @) Rest # nedet
area around the left eye was discolored yellow. ‘Ao\ﬂ been ,\171;4;{}1 4 /?wm Wj
According to the incident report, Resident #2's ’U ahse P c,‘llc,[.,mv Py
physician was not notified of the incident. 4 ‘e A’#
Employee #1 admitted they had not contacted the Ci 07. "‘Cﬁl "»b-f#: 7.
physician to advise of the fall and injury, saying,
"He didn't want us to call.” ﬂMg“-’ ?MC”I‘C ‘ awe inshic.
Severity: 2 Scope: 1 \J MQ’ J
a/"'ﬂ( rma mf ‘P“‘rto-v a O'L/h.m-) -
Y 878 449 2742(6)a)(1) Medication / Change order Y 878
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hypertension, chronic pain and glaucoma. a) R ; £ M e 3 5 w
Resident #3's record contained an order reading ]MJ Y] . T M/cf
"Tramadol 50 milligrams one tablet every 4 to 6 h
hours as needed for pain." The medication -L houwrs as Mu{uf
administration record (MAR) indicated Resident _
#3 was receiving the medication every day at /w»;ﬂ be'é / el +°
8:00 AM and 5:00 PM. wty T .[-,, L
50 d’ o fwiee
Employee #1 indicated Resident #3 was given and has C‘«d‘f—&uﬂf A 9
the medication twice a day at the same time 2 [:a { /
because "...that was when he always asked for c 9 d
it medioibon . skl ?M o
Severity: 2 Scope: 1 j lov Am and b2p ﬁf”‘
See Atach mewf
Y 936 449.2749(1)(e) Resident file Y 936 # €.

$S=D
NAC 4492749

residents (#1).

Findings include:

1. A separate file must be maintained for each
resident of a residential facility and retained for at
least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation;
(e) Evidence of compliance with the provisions of
chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
Based on record review and interview, the facility
failed to ensure the required Tuberculosis (TB)

screening was completed annually for 1 of 3
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hepsenred monlh asd
ac(mms‘f'lm os ]MLSM{,E
"'f‘f-/ Q«»Mom g*ﬂu
Resiclant “# U3 ::73 been adh.
in T)wtn e turice o
j ']c"" tton Shold e

el
m, 'uoltrihaAMMst

Recod wall be heck g }Jbrw
with s bottles fw an
GJ(W\/L:M:SM ‘ﬁ> "U“;“;‘w;‘

STATE FORM

6899

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

GESM11 If continuation sheet 11 of 12




PRINTED: 12/23/2008

FORM APPROVED
Bureau of Licensure and Cettification
STATEMENT OF DEFICIENCIES ¥1) PROVIDER/SUPPLIER/CLIA (X3) DATE SURVEY
AND PLAN OF CORRECTION xn IDENTIFICATION NUMBER: (X2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
B. WING
NVS365 12/04/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ADULT CARE SENIOR HOME, INC. E:;GVSEETQ NV 83704
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Y 936 Continued From page 11 Y 936 U 7% Covch ruarh'on
- ~ L4 v
) e ad i 9‘]‘7‘1&};\/ 1..4,[4’
Resident #1 was an 88 year-old female, admitted :H -
on 1/16/00, with diagnoses including arthritis and M raaA i )fnr\/ CWVTIAMQ .
depression.
&) 1[ 23] 04
The record for Resident #1 contained -
documented evidence of a history of a positive q ? ((

TB skin test. The record contained a statement

by the resident's physician indicating the resident a.) Rcs;.w # ! N"K/D Jm,ﬂ_
a’ hag

had a chest x-ray in 2005 which was negative for
TB. The record lacked documented evidence of

‘#Vva a P’” shue TP
a screening for signs and symptoms of TB for the 5L4’ n «’-(_c;" Aa; now [4,;1 we d

past year.
o Aot wamerted Annual TR
On 12/4/08 at 10:15 AM, Employee #1 indicated

she was not aware of the TB signs and > m/fa"w CJ..U;,L, oS Lw:ax-nc,c,
symptoms screening form.

Severity: 2 Scope: 1 % Z S:f%mrz;sd’w .Sr"’g’h-s

O

b) Ann uwald TW&MMo;Jg
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